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LETTER TO THE EDITOR

s a sailor and Hospital Corpsman, I have enjoyed reading Navy Medicine magazine over the last three decades. As
history buff, I especially enjoy the articles concerning the history and traditions relative to Navy medicine, particu-
larly the Hospital Corps. I would like to extend a heartfelt thank you to the staff of Navy Medicine magazine for the good
work that they do in publishing a top quality periodical.

In view of his Farewell editorial published in the November-December 2008 edition of Navy Medicine magazine, I would
specifically like to thank Jan Herman for the 30 plus years he has dedicated to the Navy medicine team, and for not only
keeping us current on the latest technologies in the field of medicine, keeping us up-to-date on BUMED’s most recent cur-
rent events, but mostly for his efforts in keeping us steeped in the honor, tradition, and history that makes Navy medicine the
special organization that it is.

From June of 1998 to September of 2002, I had the distinct honor and privilege of serving as the Course Director of the
Health Resources Management (HRM) program at what was then, Naval School of Health Sciences (NSHS) and subsequently
Naval Medical Education and Training Command (NMETC). Once every 6 weeks, we imported 40 Chief, Senior Chief, and
Master Chief Petty Officers into Washington, DC, for a 2-week course designed to provide them technical and professional
information and enhanced leadership skills that would allow them to perform at a higher level when returning to the fleet.
One of the highlights of the HRM program was our day-long trip to BUMED where the attendees would get to meet their
counterparts assigned to BUMED, spend time with the Force Master Chief and Surgeon General, if available, and to gain a
better understanding of the functions of BUMED. The day-long visit would wrap up with Jan Herman’s delightful tour of the
BUMED facility and an oration of the building’s history. The attendees would always marvel at Jan’s in-depth knowledge and
his unique ability to memorize, literally, volumes of valuable and historical information relative to the past, present, and future
of Navy medicine. At the time, we all pretty much knew how busy Jan was, but he never missed a date, was never a moment
late and his indelible mark on Navy medicine’s Chief Petty Officers will last a lifetime for many!

To that end, I would like to personally thank Mr. Jan Herman for all that he has done in the preservation of Navy medi-
cine’s history and for all that he did for the HRM program when I was dropping 40 Chief Petty Officers on his doorstep for
the “grand tour!”

Best wishes for many more years of continued success as a Special Assistant to the Surgeon General

HMCM(SW/FMF) Brian D. Pampuro, USN(Ret.),

Hospital Corps, 1976-2006.
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DEePARTMENT RouUNDS

VA OPeNING 31 New OuTtpPATIENT CLINICS

Veterans will have easier access to world-class healthcare
under a Department of Veterans Affairs (VA) plan to
open 31 new outpatient clinics in 16 states.

Secretary of Veterans Affairs Dr. James B. Peake an-
nounced VA will establish new clinics in Alabama, Arkansas,
California, Florida, Georgia, Hawaii, Illinois, Iowa, Mary-
land, Michigan, Minnesota, Mississippi, Missouri, North
Carolina, Pennsylvania, and Vermont.

“VA is committed to providing world-class healthcare to
the men and women who have served this nation,” Peake
said. “These new clinics will bring VA’s top-notch care closer
to the veterans who have earned it.”

With 153 hospitals and about 745 community-based
clinics, VA operates the largest integrated healthcare system
in the country. VA’s medical care budget of more than $41
billion this year will provide healthcare to about 5.8 million
people during nearly 600,000 hospitalizations and more than
62 million outpatient visits.

“Community-based medicine is better medicine,” said Dr.
Michael Kussman, VA’s Under Secretary for Health. “It makes
preventive care easier for patients, helps healthcare profession-
als have closer relationships with their patients, and permits
easier follow-ups for patients with chronic health problems.”

The community-based outpatient clinics, or CBOCs,
will become operational by late 2010, with some opening
in 2009. Local VA officials will keep communities and their
veterans informed of milestones in the creation of the new
CBOCs.

VA’s Proposed Sites for New Outpatient Clinics:
e Alabama—Monroe County (2010)
*  Arkansas—Faulkner County (2010), Pope County
(2010)

*  California—Lake County (2010), Oakhurst (2010), Su-
sanville (2010), Yuba County (2010)

e Florida—Brandon (2010), Clermont (2010)

*  Georgia—-Blairsville (2010)

e Hawaii—Leeward (Honolulu, 2010)

* Illinois—Carbondale (2009), Harrisburg (2010), Ster-
ling (2010)

¢ Jowa—Decorah (2010)

*  Maryland—Fort Meade (2010), Montgomery County
(2010)

*  Michigan—Bad Axe (2010), Cadillac (2010), Cheboy-
gan (2010), Grayling (2010)

e Minnesota—Southern central border (2010), Southwest
metro area (exact locations to be determined, 2010)

*  Mississippi—Pike County (2010)

*  Missouri—Excelsior Springs (2009), Sikeston (2009),
Sedalia (2010)
e North Carolina—Edenton-Elizabeth City (2010),
Goldsboro (2010)
*  Pennsylvania—Cranberry Township (2009)
¢ Vermont—DBrattleboro (2010)@g

—VA Press Release.

CCPD UsEs LSS PROCESSES TO STREAM-
LINE CREDENTIALING FOR DIRECT COMMIS-
SIONED OFFICER HEALTHCARE PROVIDERS

MSC’s Centralized Credentials and Privileging Depart-
ment (CCPD) assumed the responsibility for initial
credentials verification for prospective Direct Commissioned

Officer (DCO) Navy healthcare providers.

CCPD had previously credentialed and privileged only
Navy Reserve healthcare providers and clinical support staff.

CCPD now works directly with Commander, Navy Re-
cruiting Command (CNRC), and Navy recruiters “to ensure
that only fully qualified healthcare providers are accessed
into the Navy through a direct commission,” said Mrs.
Becky Boyrie, CCPD Department Head. “Previously, Navy
medical staff service professionals (MSSPs) weren’t involved
in the initial stages of gaining healthcare providers into the
Navy.”

CCPD and CNRC used Lean Six Sigma methodologies to
ensure the entire DCO process was mapped out and any po-
tential bottlenecks removed prior to moving forward with the
contract, said Mr. Scott Olivolo, CCPD Director and a Lean
Six Sigma Green Belt.

“Using Lean Six Sigma tools such as process flow diagrams
enabled us to clearly illustrate, in a logic sequence, the mul-
tiple, oftentimes non-linear steps in the DCO process,” said
Olivolo. “This also showed us who is responsible for a par-
ticular action or decision along the way.”

The flow diagram also helped the Navy recruiters visualize
what happens before, during, and after the DCO is accessed
into the Navy, and how CCPD will improve the end product,
a completed credentials file to the customer.

The Armed Forces Institute of Pathology (AFIP) previ-
ously held the contract for credentialing prospective DCO
providers. Once recruiters identified a prospective candidate,
AFIP would build a portfolio comprised of all verified qualifi-
cations (the credentialing process). AFIP would then report
their findings to the Navy medicine career plans officer to
determine a candidate’s eligibility. Unfortunately, once the
DCO provider was fully accessed into the Navy, the creden-
tialing information would not be forwarded to the gaining
Navy healthcare facility. And the credentials then needed to
be re-verified.

NAVY MEDICINE



“Now we're going to have a provider’s credentialing in-
formation well before those providers are assessed and com-
missioned into the Navy,” said Boyrie. “We now send the
established credentials file directly to where that provider will
be working in the Navy. Then it’s a matter of a provider com-
pleting the application for privileges, which might take only a
couple of weeks to process.”

Though the initiative is in the early stages, Boyrie believes
the new LSS-based process is going well, primarily due to the
CCPD staff of well qualified MSSPs with many years of cre-
dentialing and privileging experience.

“That’s important because when a patient is in that exam
room, they should feel confident and comfortable in know-
ing their provider is fully qualified,” said Boyrie. “As MSSPs
our job is to not assume, but rather to verify with absolute
certainty that each provider is fully qualified to be involved in
patient-care activities.”

CCPD manages both the credentials and privileges for
many different healthcare specialties, including physicians,
dentists, nurse practitioners, and many other allied health
professionals.

In regards to the new accession credentialing initiative, the
initial feedback from CNRC, BUMED, and the career plans
officers has been very positive.

“At the end of the day, we aim to deliver a completed
credentials file to the gaining command, which they will use
to fully privilege a provider,” said Boyrie. “The value of this
service cannot be understated in terms of Navy medicine’s
ability to put outstanding practitioners to work in a timely
manner to take care of our patients worldwide.”,*

—Story by MC1(SW) Arthur N. De La Cruz, Naval Medicine
Support Command Public Affairs, Jacksonville, FL.

ANTHRAX VACCINE MESSAGE CHANGE ROUTE
OF ADMINISTRATION AND CHANGE IN DOSING
SCHEDULE

he food and drug administration (FDA) has approved

a change in the route of administration for the anthrax
vaccine adsorbed (AVA) from a subcutaneous (SC) injection
to an intramuscular (IM) injection.

Following the manufacturer's new package insert, Navy
medical personnel shall administer the AVA via the intra-
muscular route. The initial AVA series shall be adminis-
tered as follows: 0.5 MI doses at 0, 4 weeks, 6 months, 12
months, and 18 months. The 2-weck dose is no longer
required.

For members receiving orders to locations covered by
the mandatory anthrax program and who are subject to the
mandatory anthrax program for the first time, the goal is to
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ensure that the member has received the first two doses of the
five-dose series prior to arrival in theater.

Personnel resuming anthrax immunizations will con-
tinue the dosing schedule where they left off (i.e. next dose
in the series). Per the Centers for Disease Control and
Prevention (CDC) Advisory Committee on Immunization
Practices (ACIP), the primary series does not need to be
restarted regardless of the time elapsed since the last dose.
Once the primary series of five doses is completed it is
never repeated.

Personnel who are required to continue the anthrax vac-
cine immunization program (AVIP) and who have completed
the primary series are only required to receive an annual
booster to maintain full immunity.

All other DOD, Navy, and Marine Corps policies pertain-
ing to the ACIP remain in effect. Medical department per-
sonnel shall continue to follow current policy for administer-
ing the anthrax vaccine.

The FDA letter, new package insert, and MILVAX agency
memorandum are available at: www.anthrax.mil/avip2008

Other useful information such as the AVIP education tool
kit can be found and downloaded at the milvax website:
www.anthrax.mil

Medical department personnel responsible for administer-
ing the AVIP should monitor this website for the latest infor-
mation regarding the anthrax vaccine.

The anthrax vaccine immunization program remains a
commander's force protection responsibility. Medical depart-
ment personnel shall assist their commanders in complying
with this responsibility by ensuring they properly identify,
screen, and educate personnel prior to vaccination; properly
administer and document vaccine administration; and ensure
appropriate medical evaluations for all vaccine-related adverse
events.

POCS:

Dr. Robert C. Morrow, CTR/M3C1, Washington, DC
Comm: 202-762-3500 - DSN: 762-3500

EMAIL: robert.morrow@med.navy.mil

Marcus Larkin, CDR/N931, Washington, DC
Comm: 202-762-3437

Email: marcus.larkin@navy.mil

Edmond Feeks, CDR, HQMC, Washington, DC
Comm: 703-614-4477

Email: edmond.feeks@usmc.mil

Clifford Clarke, CTR, HQMC, Washington, DC
Comm: 703-614-5157
Email: clifford.clarke.ctr@usmec.mil



U.S. FLEeT Forces CoMMAND ESTABLISHES
IA CommoN OPERATION

.S. Fleet Forces Command (USFF), the Executive Agent

for the Individual Augmentee (IA) Continuum, has re-
leased IA GRAM 08-2 as part of its ongoing goal to inform IA
sailors and family members on issues relating to deployment,
readiness, and policies in the support of the war on terrorism.

IA GRAM 08-2 announces the establishment of the IA
Common Operating Picture (IA COP). The IA GRAM
outlines procedures for sailors and family members to utilize
the Navy Family Accountability and Assessment System
(NFAAS), which will be an essential enabling tool for main-
taining the IA COP. NFAAS provides sailors, families, and
commands with a “one stop shop” comprehensive online ser-
vice used to enter, update, maintain, and review personal and
family contact information.

NFAAS is also used to account for Navy families in times
of crisis, like recent and upcoming hurricanes.

The IA COP provides command leadership with tools to
effectively support IA sailors and families.

A new requirement through the IA COP will be for com-
mands that have current IA, to designate a Command IA
Coordinator (CIAC). The CIAC will use NFAAS to maintain
current family information through the system, where the TA
COP is maintained. “CIAC:s can also track pre-deployment
requirements for A sailors and families,” said CDR Jim
Lindsey, USFF NFAAS coordinator. “Some of these require-
ments include if a member has received orders, received an
IA Handbook, and the periodicity of how often families wish
to be contacted from either FFSC (Fleet and Family Support
Center) or the parent command.”

NFAAS can be accessed by secured login at:
https://navyfamily.navy.mil. IA sailors and families are en-
couraged to review and update their personal information
Further information for IA sailors and families can be found
at: www.cffc.navy.mil/augmentees/index.htm../*

—U.S. Fleet Forces Public Affairs.

CamprA CREDITS EDUCATION, DECKPLATE
LEADERSHIP WITH Success, URGES LEADERS
To TAKE CARE OF SAILORS

he Master Chief Petty Officer of the Navy (MCPON) has
emphasized the importance of good leadership and educa-
tion during his tenure as the Navy’s senior enlisted sailor.
While reflecting on the multiple accomplishments of the
past 2 years, strengthening deckplate to leadership, retention,
and diversity in the Navy, MCPON Joe R. Campa, Jr., humbly
summed up his legacy. “If there is anything I want to be remem-

bered for, it is being remembered as a good Chief.” Campa said.
“That is one of the highest compliments a Chief can attain.”

Campa uses his own Navy career as an example of how educa-
tion can open the path to success. He wasn't always sure he wanted
to join the Navy, but he knew he would be in the military.

“My father served in the Army during the Korean War,
and my uncle was a Marine during Vietnam. I think the seed
was planted with those two pushing me towards military ser-
vice,” said Campa. “I thought about both of those branches
of service until I met a Navy recruiter.”

The recruiter changed Campa’s perspective and his life.
“The Navy recruiter had such a passion for going to sea and
for serving our nation that it made me want to be part of this
organization,” Campa said. “I don’t remember the programs he
talked about, but I remember the stories he told about being
on board a ship, the places that he had visited, and how much
he missed being in the fleet. The way he spoke about those
things told me that this organization was something special.”

Campa, like many sailors at the time, came into the Navy
having never finished high school. “I don't think at first that
it had that much impact on me,” Campa said. “I didn’t start
out as a hospital corpsman, I started out as a deck seaman.
The first 6 or 7 months I was in, I was learning as much as I
could about the Navy and the ship. But I knew in the back
of my mind that if I wanted to do more, I would have to take
that step and finish my degree.”

Campa then went on to get his GED and started taking
college courses. “Throughout my career when the opportuni-
ty presented itself, | would take a class,” Campa said. “At first
it was just to improve my leadership skills—writing classes,
public speaking—those abilities that would complement my
ability as a leader and as a corpsman. I came to a point where
I had taken several of these classes, and I thought of shaping
them into a degree.”

Campa received his bachelor of science degree from Excel-
sior years later while attending the U.S. Army Sergeants Major
Academy. All services send senior enlisted to one another’s
leadership schools. He took his willingness to learn further, go-
ing to the Naval War College. He graduated with a master of
science in strategic studies. “It is a very challenging program,”
Campa said of the year-long in-residence course of study.

The MCPONs first mentor is tied closely with his vision
of what a leader should exemplify, deckplate leadership. “My
first chief had a big impact on me. I still look at what he did,”
Campa said. “When he spoke, he spoke with such credibil-
ity because he had such a strong knowledge of his ship, his
rate, and the people that he led; that inspired me to want
to do well for him. He planted some seeds, but I have been
fortunate throughout my career to have good, strong, deck-
plate leaders, those who kept their focus on their people and
measured their success through them. That is what I tried to
bring back with deckplate leadership. That kind of leadership
is traditional of the chiefs’ mess and critical to our people and
our Navy.”

NAVY MEDICINE



He added that he does [
not get excited when meeting .
someone, famous or not, but
there was one exception to the
rule. “I was getting ready to go
to my first command master
chief tour, and I was stationed
in Great Lakes. The region
master chief, Chief of Naval
Operations-directed Mas-
ter Chief (CNOCM) Dufty
Merril, invited my wife and
me to have dinner at his home. When we got there, he had
a surprise for us; the first MCPON, Delbert D. Black, and
his wife, Ima, were both there. I had read stories about him
throughout my career. To listen to him talk about our Navy
and the events that helped shape it was inspiring. I realized
that what he was telling me was not just about things he saw,
he was passing down a little bit of our Navy’s history from
one generation of chiefs to the next. He walked me out to my
car, shook my hand, and told me not to forget who raised me
in the Navy and who I worked for,” he said. “It was one of
the most memorable evenings of my career.”

Campa feels every sailor should have a sense of the his-
tory of the Navy. “Every sailor should know where he comes
from,” Campa said. “They need to have a grasp of the or-
ganization they belong to. I don’t believe any leader can be
effective if you don’t understand who you are, what you do,
and where that came from.” And while he agrees that chiefs
should be knowledgeable, the MCPON doesn’t think that
degrees are the answer to whether a chief is suitable to be
promoted. The new chief's evaluation still measures profes-
sional growth and education, Campa explained. The mea-
surement is not just college education, but different kinds
of education, and training which makes the determination
fair. The new evaluation is something Campa thinks was
long overdue.

“We developed the chief petty officer mission, vision, and
guiding principles shortly after I became MCPON. It goes

to the heart of the services a chief should always provide, no

Campa, in his offices at the Navy
Annex in Arlington, VA. Campa
left office 13 December and will
retire 1 April. Photo by Sheila Vemmer,
Navy Times

matter what job title. Guiding principles serve as the founda-
tion to who the chiefs are. “You never stop being the chief”’

I felt there was a better way to align what we are evaluating
our CPOs on and what is expected of them as chiefs.” Campa
believes being the first Hispanic master chief petty officer

of the Navy is a classic example of the Navy’s diversity. “No
matter what your background, what you look like, what the
color of your skin is, the opportunities that you have in the
Navy and how far you can go in this organization are based
on your abilities,” Campa said. “I don’t think there is a person
in the Navy today that feels that they have to sacrifice their
culture or heritage to be part of this organization,” Campa
continued. “Being a Hispanic MCPON, or even being a
Hispanic chief or first class petty officer, there are some folks
that are going to share your heritage. Whether you realize it
or not, those that share your heritage will look to you as a
role model.”

“With that comes the responsibility to give back to
that community. You do that by sharing the understand-
ing of their culture.” Throughout his 27 years of service the
MCPON has seen many changes. The largest change he
thinks is the Homeport Ashore Program. “It’s probably the
biggest quality of life initiative since I have been in the Navy,”
Campa said. “We are taking those sailors off the ship and
giving them a room in the barracks when they are not out at
sea. It is a huge cultural shift. There were a lot of folks in the
Navy that didn’t believe we should do this. They felt if living
on ship was good enough for them, it should be good enough
for new sailors. But it was the right thing to do; it was criti-
cal.”

While Campa sees improving the quality of life will help
retention, he believes that the best retention tools are inside
of each naval leader. “Give your sailors a sense of accomplish-
ment,” Campa said. “We see it happening all over the fleet.
Good leadership sets their sailors up for success and takes a
genuine interest in the growth and development of their sail-
ors. There isn't anything that a well led sailor will not do for
our Navy and our country.” /"

—Story by MC1 Tim Comerford, Commander, Navy Region
Mid-Atlantic Public Affairs.

Eight men from the 1968 Hospital Corps School Company 27 and
four spouses visited the with Naval School of Health Sciences
(NSHS) San Diego to celebrate their 40 year anniversary. The
visitors are pictured with NSHS military staff (L-R) LCDR Steven
Parks, Department Head, Educational Support Services; CAPT
Linnea Axman, NSHS Executive Officer; CDR Carolyn Marquez,
NSHS Program Director, Medical Laboratory Technician Program;
and HMCS Pete Villanueva, NSHS Manpower Officer. Photo by LCDR
Steven Parks, USN
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Navy SupporTs STEM ORGANIZATION
Lecacy AwaRDS GALA

ADM Adam Robinson, Surgeon General of the Navy

and VADM Kevin McCoy, Commander, Naval Sea Sys-
tems Command, teamed up to attend the third annual Benja-
min Banneker Legacy Awards Gala held 21 November at the
Historic Capitol Hilton Hotel in Washington, DC.

The gala, whose theme was, “alignment, accountability,
and leadership,” honored and encouraged African Americans
to pursue science, technology, engineering, and mathematics
(STEM) careers and fields of study.

VADM Robinson, himself a 2007 Benjamin Banneker
award winner and a keynote speaker that evening, told an au-
dience filled with representatives from historically black col-
leges and universities, STEM organizations and high school
students two things: The Navy is committed to building a
culture that truly values diversity, and the Navy is looking for
those willing to serve their country in the field of medicine.

“Dve traveled the country speaking to hundreds of pre-
med students on college campuses in an attempt to recruit
the next generation of scientists and engineers,” Robinson
said. “T've found the field is rich with the raw material needed
to harvest a magnificent crop of scholars, physicians, and sci-
entists. We must pledge to work and cultivate our students of
color and help them to achieve success,” he continued.

VADM McCoy;, also a keynote speaker at the gala, second-
ed the Navy’s commitment to growing a more diverse force.

“Diversity strengthens organizations. It increases produc-
tivity, fosters creativity and innovation, and enhances team-

work,” McCoy said. “Diversity is not only morally right; it is
a business imperative if we are going to remain a relevant and
capable Navy at every rank and reflect the changing demo-
graphics of American society.”

McCoy pointed out the nation currently has about
500,000 highly-trained African Americans professionals em-
ployed in STEM fields across the nation. He also expressed a
desire to tap into this treasure trove of talent on behalf of the
Navy.

“We want you. We need you. If you're an engineer and
you're interested in joining the Navy, I'll start you out at
$60,000 right here right now,” he told the audience.

Throughout the evening award winners gave inspiring ex-
amples of how they were using their STEM talents in every-
day life. These examples included addressing environmental
concerns like pollution, wildfires, global warming, energy in-
dependence, and climate-related disasters. They also outlined
how these environmental threats are inextricably linked to the
STEM fields.

Robinson agreed the success of any organization is directly
tied to its people. However he wants more of those successful
people to be African American, even if it means leaders and
those in positions of influence must become more proactive
in providing encouraging examples to young African Ameri-
cans considering careers in science.

Robinson summed up these responsibilities with a call to
action. “Everyone comes into this life with a gift to offer and
a strong purpose to be served,” he said. “We must use our
influence to uncover these gifts and these purposes that lie in
the hearts of young African Americans.”

—Navy Total Force Public Affairs.
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SHARING OPPORTUNITIES IN NAVY MEDICINE

Navy Recruiting District San Antonio understands the ur-
gency of finding qualified doctors, nurses, dentists, clini-
cal counselors, and other medical professionals to serve in the
Navy. The talented medical recruiters work tirelessly each day
to search for those students that will choose the educational
and service opportunities that the Navy has to offer.

The district recently hosted a visit by LT" Andrew Baldwin, best
known for his reality show stint as ABC’s “The Bachelor.” Not
only is Baldwin an undersea medical officer but also an Ironman
triathlete, Navy diver, and humanitarian. Baldwin was raised in a
family that always placed service to country at the forefront.

On his tour, LT Baldwin spoke at Baylor University in Waco
and the University of Texas Health Science Center in San Antonio
telling his story. He also shared home videos of treating children
in remote villages of Laos and talked about the unprecedented op-
portunities the Navy has given him in his career.

“Baldwin is the complete story, he shares his incredible oppor-
tunity to learn and to serve,” according to LT Vinny Maysonet,
Medical Recruiter for NRD San Antonio. First while Dr. Baldwin
was an ROTC student at Duke University and later attending
the University Of California San Francisco School Of Medicine
before becoming a surgical intern at Naval Hospital San Diego.

“Navy medicine is the most
incredible experience for any
healthcare professional. There
is no other corporation that
compares in terms of scope of
practice, camaraderie, and abil-

ity to lead the most rewarding LT Andy Baldwin talks with Uni-
versity of Texas Health Science

; - ; Center medical students. Photo by
saying, “Andy is a huge asset to carol c. Moore

Navy medicine. He is a charis-
matic physician.”

While visiting San Antonio LT Baldwin took the time out
of his busy schedule to also stop by the Dell Children’s Medi-
cal Center in Austin as well as Christus Santa Rosa Children’s
Hospital and Methodist Children’s Hospital in San Antonio. He
is passionate about the hospital visits and always includes them
in his scheduled trips. Baldwin is the perfect tool in the world of
medical recruiting. He continues to dedicate his service to assist
others in making valuable decisions about their medical careers as

lifestyle.” Maysonet continues

well as serve our community as a goodwill ambassador for Navy

medicine. f

—Story by Carol C. Moore, Public Affairs Officer, Navy
Recruiting District San Antonio.

NURSE RECRUITING AND RETENTION TEAM
REcRruiTs THE BEST AND BRIGHTEST

Navy Nurses at Naval Hospital Camp Lejeune kicked off an
initiative in collaboration with HMCS(FMF) Terry Ander-
son from Navy Recruiting District Raleigh, in support of Nurse
Corps recruitment efforts. East Carolina University School of
Nursing (ECU) supported the recruitment effort by graciously
providing the opportunity for the nurses to share their stories
and discuss their varied career paths. The recruiting team, led
by CDR Angela Gardner and CDR Brad Buchanan, addressed
more than one hundred Bachelor in Science (BS) students. They
spoke with students addressing their questions and concerns.

During the visit to ECU, LT Alicia Weissgerber and LT Shei-
la Almendras-Flaherty shared their personal stories, experiences
and reasons they chose to make nursing and the Navy a life-long
career. Their participation in this event helped raise awareness
about the opportunities and benefits afforded to nurses in the
military. According to Anderson, the visit by the nurses was a
tremendous help because “they provided their real-life Navy
testimonials.”

The senior nursing students were provided the opportu-
nity to ask questions and interact with the team. The team
was impressed with the number of students interested in the
nursing profession and genuinely interested in the Navy Nurse
Corps. “Sharing real world experiences very much personalizes
the concept of being a Navy nurse. The students see that we
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are generalists, advanced practice nurses, male, female, single,
married, single moms, and even grandmothers. They develop an
understanding that Navy nursing is truly multi-faceted and the
opportunities for continued education and service from hospi-
tals, to ships, to service with the Marines, offers both a unique
and rewarding experience,” said Gardner. As a result of the visit
and three follow-on recruiting efforts by other team members six
highly motivated students were recruited and plan on pursuing a
career in the Navy.

CDR Brad Buchanan accompanied Anderson to the Univer-
sity of North Carolina, Wilmington for the inaugural visit for
the recruiting team. They attended a career fair which provided
information for senior college students preparing to enter the job
market. “Actively engaging our present day students ensures the
future successes of our Navy Nurse Corps and Navy medicine.
We have the opportunity to personally and professionally impact
those students in a very positive manner. I cannot think of any-
thing more important,” said Buchanan. By interacting directly
with nursing students, CDR Buchanan and HMCS Anderson
were able to bring four potential direct accession nurses into the
recruiting pipeline.

HMCS(FMF) Anderson and the Naval Hospital Nurse
recruiting and retention team continue to strive to recruit the
best and brightest and will continue their collaborative efforts
throughout Eastern North Carolina.)”

—Navy Recruiting District Raleigh Public Affairs.
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FYI - http://www.warriorcare.mil/ is a warrior
care website that consolidates all the different pieces
our warriors need to know.

Gazing along the Portsmouth waterfront during the holidays,
one unmistakable light shines out: the star illuminating Hampton
Roads’ first skyscraper, Naval Medical Center Portsmouth. This
year marked the 49th anniversary of the star.

In 1959, the new naval hospital was nearly completed. At 18 sto-
ries high, it was the tallest welded-steel building between New York
and Miami. The
crowning of the
4-year construc-
tion took place
on 1 December
1959 when a
large star was
placed on the
roof of the eleva-
tor penthouse.
Made of electri-
cal conduit sup-
porting 10 8-foot
fluorescent light
bulbs, the 5-pointed star rested 250 feet above ground, becoming
the highest holiday decoration in the area.

In 1993, anew star was fabricated to replace the original. It's the
one still in use today, and measures 25 feet from point to point.
The star is illuminated every night through 2 January. photo by MC2
William Heimbuch, USN

Members of the Pen-
sacola Oak Leaf Club
and Naval Hospital
Pensacola’s First and
Second Class Petty Of-
ficer associations fill
holiday care packages E
for deployed hospital
staff personnel around
the world. Photo by MC1(AW)
Russ Tafuri, USN

Former U.S. Marine Corps drill instructor turned
Golden Globe-nominated actor R. Lee Ermey
joins Santa Claus to put toys into the "Toys for
Tots" donation box at Naval Medical Center San
Diego. Ermey visited the hospital to support the
program and visit with staff and service mem-
bers. Photo by MC2 Greg Mitchell, USN
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Commander, Naval Medical
Center San Diego RADM
Christine S. Hunter, and
CAPT Gregory Blaschke,
Medical and Surgical Simu-
lation Center (MSSC) medi-
cal director, conduct a rib-
bon cutting ceremony to
commemorate the grand
opening of the hospital's
MSSC. MSSC is a new facil-
ity created to provide medical personnel the oportunity to test their
skills on simulated patients. Photo by MC2 Greg Mitchell , USN

Suffolk, VA. Wreaths are [
placed at the Alfred G. |
Horton, Jr., memorial Vet-
erans Cemetery to honor |}
fallen veterans as part of
a Wreaths Across Amer-
ica Ceremony. Wreaths |
Across America is a pro-
gram to remember the
fallen, honor those who
serve, and teach children
the value of freedom. pPhoto
MC3 Mandy Hunsucker, USN

"Sparky the Fire Dog" from the
National Fire Protection Asso-
ciation (NFPA), visits Christian
W. Bergman and other pediatric
patients at Naval Medical Center
San Diego (NMCSD) on Christmas
Eve. Sparky passed out gifts and
wished service members and
their families happy holidays.
Photo by MC2 Greg Mitchell, USN

IRAQIS SEND AID TO CALIFORNIA FIRE VICTIMS
q group of Iraqi soldiers stepped up to help California resi-

ents victimized by recent wildfires that raged through-
out the state.

Iragi Army COL Abbas Fadhil, Besmaya Range Complex
commander, and his team of “Abbas’ Eagles” raised $500 for
wildfire relief. “We want to send a message to the American
president and the American people,” Abbas said. “We feel
that we are a family—one body. When one part of the body
suffers, the other parts suffer, too.”

This is the fourth donation the soldiers of Besmaya have
sent to the American people. In September, they raised
$1,500 for victims of hurricanes Gustav and Ike. The Eagles
also donated $500 to the National 911 Memorial.

—American Forces Press Service
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Joshua Adam Nuzzo, USN

CDR Angelia Elum-O'Neal hands an Operation Smile patient to
LCDR Maria Norbeck after a successful surgery. Photo by MCSN

— S

IT2 Andrew Bryson teaches Sister Helena at the Carmelite Sister
Convent how to surf the Internet. Photo by MCSN Joshua Adam Nuzzo,
USN

Continuing Promise 2008
Mission Complete

SS Kearsarge (LHD-3),

along with various embarked

units, departed Georgetown,
Guyana 22 November to begin transit
back to its homeport in Norfolk,
VA, concluding 4-months at sea in
support of the Caribbean phase of
Continuing Promise (CP) 2008.
Kearsarge's mission was to conduct
joint civil-military operations includ-
ing humanitarian and civic assistance
(HCA). These operations included
veterinary, medical, dental, and civil
engineering support to six partner
nations and to send a strong message
of compassion, support, and commit-

have given their sweat, their tears,
and at times, their blood to make this
mission successful. We have broken
through many barriers; language,
cultural, and government, to reach
out to our neighbors in Central and
South America and the Caribbean in
a gesture of goodwill and friendship.
The bonds we have made will last for
years to come and only grow stronger
with future missions to the area.”
During the deployment, the CP
2008 medical contingent of more
than 150 joint military and interna-
tional military medical professionals
and non-governmental organizations

addition to the primary basic medical
care provided by the CP 2008 team,
221 patients were flown to Kearsarge
for shipboard surgeries, including her-
nia repair and eye surgery. One of the
mission’s most memorable surgeries in-
volved two 8-year-old twin boys from
the Dominican Republic who received
eye surgery to correct strabismus, a
condition where the eyes do not pr:
erly align with one another. “The boy
have been dealing with this problem
since they were born,” said Joselyn
Altagracia Carmarena Vargas, the
twins’ mother. “This blessing has been
a long time coming, and our famil




mission, Kearsarge was also al

tackle unforeseen medical emergencies.
Pilots from Helicopter Sea Combat ~ came together was unbelievable. I also
Squadron (HSC) 28, Detachment 5,  greatly enjoyed the opportunity to
conducted an at-sea medical evacua- ~ work with the Seabees again. I think
tion of a heart attack victim aboard a  our organizations have much to learn
nearby vessel. Air crew members from  from each other. We came as two
Marine Heavy Helicopter (HMH)
Squadron 464, rendered emergency
transport assistance at Kumaka Dis-
trict Hospital in Santa Rosa to a young
gitl suffering from appendicitis. In ad-
dition to the medical care provided by
the CP team, Navy Seabees attached
to Construction Battalion Mobile
Unit (CBMU) 202, and civil engineers
from the Air Force’s 5th Civil Engineer
Squadron’s Prime Base Emergency
Engineer Force completed various
construction and renovation projects
in each of the countries visited during
the mission. In all, the joint-military
engineering team built 3 schools,
renovated 10 schools, clinics and hos-

organizing
sporting events including basketball,
soccer, and cricket. Throughout the
deployment, Kearsarge distributed hos-
pital furniture, clothing, books, and
medical supplies through the Navy’s

Ane lesiologist Enrique Abreu, Project HOPE, prepares twin
brot 5 | the Dominican Republic for eye surgery. The boys

pitals, conducted 10 park/communi were bo ith a condition know as strabimus, or crossed eyes.

USS Kearsarge (LHD-3) underway off the
coast of the Dominican Republic. Photo by
MC3 William S. Parker, USN




CDR Brian Alexander, an ophthalmologist, per-
forms eye surgery on a 3-year-old girl whose
eyelids had been fused together since birth. photo
by MC3 Maddelin Angebrand, USN

Project Handclasp. The ship also
hosted numerous dignitaries, includ-
ing presidents, prime ministers, U.S.
ambassadors, and ministers of health
and defense. Project Hope brought
volunteers from numerous career
fields, including pediatricians, nurses,
nurse practitioners, general surgeons,
and anesthesiologists. The volunteers’
work ranged from patient tracking

to helping coordinate large patient
flow at the treatment sites and work-
ing with Navy surgeons in the ship’s
operating rooms to medical counseling
at the treatment sites. “The men and
women who make up the CP team
come from around the globe, from dif-
ferent military branches and different
NGOs, but the one thing they all have
in common is a desire to help their
fellow man and make a difference in
the lives of others,” said Ponds. “They
each bring a uniqueness to the mission
and have worked together seamlessly
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LCDR Kenn Norris checks the throat of a little boy at the Couva
District Health Facility Trinidad and Tobago. Photo MC3 David Dan-

CDR James Hill performs dental work on a patient at Kumaka
District Hospital, Guyana. Photo by MC2 Erik Barker, USN

to make this deployment a tremendous disaster relief (HADR) operations in

success.” During its 4-month deploy-
ment, Kearsarge completed HCA
missions in Nicaragua, Colombia, the
Dominican Republic, Trinidad and
Tobago, and Guyana.

Wasp-class amphibious assault
ships like Kearsarge are designed with
a variety of expeditionary mission
capabilities, including rapid, projected
humanitarian assistance worldwide.
They also have the physical capacity
to transport large amounts of medical
and engineering supplies and equip-
ment to most locations around the
globe. One month into the mission,
Kearsarge put those capabilities to the
test when it was called upon to divert
its HCA operations in Colombia and
assist with humanitarian assistance/

Haiti after the country was struck by
four tropical storm systems in less than
a month. Kearsarge’s ability to rapidly
move personnel and cargo by helicop-
ter and landing craft made it the ideal
platform to support the humanitarian
relief mission on short notice. Em-
barked Marine and Navy helicopters
flew more than 100 missions and land-
ing craft units transported more than
30 loads of supplies. These operations
led to the timely delivery of more than
3.3 million pounds of food, water,

and other relief supplies. “I could not
have been more proud of Kearsarge
sailors and all of the embarked units
who have supported this mission,” said
CAPT Walter Towns, commanding
officer, Kearsarge. “No one hesitated
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to do what was necessary to keep this mission on course.
We had men and women working in the rain and in the
heat, giving their all everyday just to put a smile on the
faces of those they were helping. They never once asked for
thanks or recognition. For them, it was about being a part
of something bigger. This is a deployment they will never
forget.” Kearsarge’s mission exemplified the United States
Maritime Strategy which emphasizes deploying forces to
build confidence and trust among nations through collec-
tive maritime security efforts that focus on common threats
and mutual interest. Embarked units and organizations
aboard Kearsarge for CP included Commander, Amphibi-
ous Squadron 8; Fleet Surgical Team 4; U.S. Public Health
Service; Navy Construction Battalion Maintenance Unit
202; Air Force Civil Engineering Squadron 5’s Prime Base
Engineer Emergency Force; contingents of medical person-
nel from the armed forces of Canada, The Netherlands,
France, and Brazil; Navy Assault Craft Unit 2; Naval Beach
Group 2; U.S. Navy Maritime Civil Affairs Squadron 2;
Helicopter Sea Combat Squadron (HSC) 28; and Marine
Heavy Helicopter Squadron (HMH) 464. NGO organiza-
tions included International Aid, Operation Smile, and
Project HOPE. A

—Story by MC1 Amy Kirk, Continuing Promise 2008 Public
Affairs.

LT Johnny Cosby conducts an eye exam at a
medical clinic set up for the Caribbean phase
of Continuing Promise. Photo by MCSN James G.
Pinsky, USN
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LT Carmen Harmon, NC, shares a computer
game with children at a medical civil assistance
project in Santa Rosa, Guyana. Photo by MC3 Mad-
delin Angebrand, USN

LCDR Sugat Patel provides medical care to a Do-
minican child at the Bayaguana Sports Complex.
Photo by MCSN Ernest Scott, USN
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Confusion over Conversions
Clarification on the
Military-to-Civilian to Military Mandates

tional Defense Authorization

Act (NDAA) became law(/) and
upheld the prohibition on medi-
cal military-to-civilian (Mil-to-Civ)
conversions. Or did it? According to
two published sources, Federal Times
and Navy Times (3 November 2008)
(2,3), “Congress lifted a ban on con-
verting medical and healthcare jobs
held by uniformed military mem-
bers....” These articles were errone-
ously published after the prohibition
was maintained in the 2009 NDAA,
adding confusion to the implementa-
tion of the conversion mandates.(4)
We understand that many in Navy
medicine can tell stories about how
the Mil-to-Civ program affected their
commands and opinions about the
impact on healthcare costs, access, and
quality vary greatly. The purpose of
this paper is not to evaluate the effi-
cacy of the program, but to clarify and
educate the readers on the Mil-to-Civ
mandates and the way ahead for Navy
medicine. To understand these man-
dates, we need to understand where we
were and where we are.

In October 2008 the 2009 Na-

THE BEGINNING

Since the start of the global war
on terror, military services have been
experiencing significant stressors on
the military forces (the Force). With
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sustained operations in Afghani-
stan and Iraq, the situation has only
been confounded with the increased
demand for individual augmenta-
tion, humanitarian assistance, and
disaster relief missions. In 2003, to
alleviate some of the strain on the
Force, the Department of Defense
(DOD) leadership began to social-
ize the Defense Transformation Act
for the 21st century which requested
permission from Congress to initiate
the Mil-to-Civ conversion program.

According to then Deputy Secretary of

Defense, Paul Wolfowitz, “...we have
some 320,000 uniformed personnel
doing essentially non-military jobs.”(5)
The Department’s Under Secretary for
Personnel and Readiness, Dr. David
Chu, told Congress that “Because of
conversions, the Navy...will be able to
reduce their authorized military end-
strength without any loss to combat
capabilities. In fact, savings from these
conversions will result in increased
force effectiveness as savings are ap-
plied toward force modernization and
other compelling needs.”(6)

Starting in 2005, Navy medicine
underwent three significant Mil-to-
Civ reprogramming mandates that
ultimately sought to convert 7,755
uniformed billets to civilian billets by
the end of fiscal year (FY) 2013. The

impact of the force structure transfor-

mation went beyond whether a uni-
form is worn by a staff member or not.
In fact, the FY06 and FY07 National
Defense Authorization Acts (NDAA)
required the Service Secretaries, prior
to execution, to certify to Congress
that military medical or dental con-
versions would “not increase cost or
decrease quality of care or access to
care.”(7,8) From FY06 to FY08, the
Secretary of the Navy certified almost
99 percent of the 3,712 billets identi-

fied for conversion.

MiL-T0-C1v MANDATES

The first Mil-to-Civ conversion
mandate began with Program Bud-
get Decision-712 (PBD-712), which
directed Navy medicine to turn 1,772
military medical billets to civilian effec-
tive in FY05. In response to PBD-712,
the Bureau of Medicine and Surgery’s
(BUMED) Human Resource Office
(M-1) developed a strategy to identify
and execute the conversion of these
1,772 billets. By examining person-
nel assignments and the demands of
operational deployments, and benefi-
ciary healthcare, a team of manpower
analysts developed a list of potential po-
sitions eligible for conversion. All 1,772
billets selected for conversion were
deemed to be above Total Health Care
Support Readiness Requirements (TH-
CSRR), and, therefore, exceeded what
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Navy medicine needed to satisfy its
operational requirements. The list was
forwarded to the regional commanders
for review with instructions that any
billet removed from the list had to be
replaced with an alternate. The same
process was repeated with the next two
iterations of conversion mandates.
The DOD’s second mandate
evolved through an Enhanced Plan-
ning Process (EPP) that examined
Program Objective Memorandum
(POM) 2006 issues such as military-
to-civilian conversions. The EPP led
to the requirement for an additional
3,643 billets be converted between
FY06 and FY11. The third DOD
mandate was directed as a result
of the Medical Readiness Review
(MRR), a part of the Quadren-
nial Defense Review (QDR), which
identified non-military essential
billets. The MRR required another
2,340 billets be converted between
FY08 and FY13. Table 1 illustrates
the billets converted by mandate
and fiscal year. Eighty percent of
the billets identified are corpsmen
(including former dental technicians),
non-medical billets account for less
than 1 percent, and the remaining are
distributed among Navy medicine’s
different officer corps.

THE HIRING STRATEGIES

DOD’s and BUMED?s initial hir-
ing guidance, promulgated through
regional commanders, allowed
commanding officers the flexibility
to hire needed specialties, instead
of replacing exactly what had been
converted. In some instances, com-
mands reviewed their needs, staffing
and beneficiary populations, and
opted not to hire to all converted
military billets. The funding for these
billets was made available for other
priorities within Navy medicine. This
optimization model was consistent
with the intent of the overall program
as first socialized by DOD leadership.
Other military positions that were
not replaced with civilians include the
billets from the closure of Naval Hos-
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Table |

Fiscal PED 712 EPP MER Total
Year Clomwersions Comersions Conversions Conversions
2005 1,772 0 ] 1,772
2006 0 215 0 215
2007 0 579 0 679
2008 0 202 200 1,011
2009 0 789 234 1,023
2010 0 TEE 246 1,001
2011 0 403 250 653
2012 0 0 129 729
2013 0 0 672 672

TOTAL 1,772 3,643 2,340 7,755

pital Keflavik, Iceland and Branch
Naval Health Clinic La Maddalena,
Lcaly.

THE PrOHIBITION AND CIV-TO-MIL
MANDATE

In 2008, Section 721 of the FY08
NDAA became law. Section 721 re-
pealed the certification requirements
from the FY06 and FY07 NDAA:s,
but most important, it prohibited
the further conversion of military
medical and dental positions to
civilian medical and dental positions
through 30 September 2012 (FY12).
(9) In addition, the bill required the
restoration of all positions converted
in FY05 through FY07 for whom a
civilian had not yet been hired by
the end of FY08. As of 1 October
2008, the four BUMED regional
commanders reported that all the
FY05 to FY07 planned civilian con-
versions have been hired. The FY08
NDAA did not address the nearly
700 billets identified for conversion
throughout Navy medicine in FY13.
The prohibition became effective
when the President signed the bill
into law on 28 January 2008. Prior
to the January signature, a total of
61 civilians were hired from the
FYO08 conversions quotas.

The House and the Senate con-
sidered two different approaches for
FY09 NDAA to address the Mil-to-
Civ program. On one end the Senate
Bill (S. 3001) proposed to repeal the
FY08 NDAA prohibition and “re-
vive” the FY07 NDAA certification
requirements, essentially again per-
mitting military medical Mil-to-Civ
conversions. In direct contrast, the
House Bill (H.R. 5658) proposed to
indefinitely extend the FY08 NDAA
prohibition of military medical Mil-
to-Civ conversions. Congress did not
include either of the provisions in the
FY09 NDAA presented to the Presi-
dent, which was signed on 14 October
2008; consequently, the prohibition
remains in effect undl FY13.

THE RESTORAL PLAN

With the success of the regional
commands hiring all the FY05 to FY07
planned conversions to include the
61 FYO08 hires prior to the prohibi-
tion, only 4,204 billets remain from
FY08 to FY12 to be restored. This is
necessary because previously submit-
ted programming actions removed
the planned conversions from Navy
medicine’s manpower rolls; actions
that now require restorations. Figure
1 is the proposed restoral glide slope
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Figure 1
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as of October 2008. The glide slope
was developed taking into account

the ability to retain, recruit, and train
new accessions. The plan for the 1,821
restorals due in FY08 and FY09 is a
steps phase in of the billets over fiscal
years 2010 through 2013. This phasing
plan permits the time needed to recruit
and train military medical personnel for
these billets. To restore all 1,821 billets
essentially means Navy medicine would
have several hundred gapped billets
until “encumbered.” The FY10 through
FY12 billets will be restored in the fiscal
year they were planned for conversion.
The restorals will reflect the composi-
tion of the military positions converted,
i.e., 80 percent of the restorals are ex-
pected to be corpsmen. One percent is
non-medical billets, and the remaining
is distributed among Navy medicine’s
different officer corps.

THE Way AHEAD

Due to the nature of the Mil-to-Civ-
to-Mil program execution, billet gaps
exist and are expected to increase as the
billets are restored. BUMED staft is
working with regional commanders to
refine a “bridging strategy” to mitigate
the potential stafting shortage impact by
funding temporary staffing solutions.
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The military billets have been
restored, so an opportunity exists to
evaluate the skill mix required to meet
current and future healthcare and
readiness demands. The flexibility in
changing skill mix (or the quality of
the billets) is a primary tenet of the
Mil-to-Civ program. Navy medicine’s
challenges are to contemplate what
new accession demand signals will
be required over the next few years
to meet the operational requirements
without losing focus on healthcare
costs, access, and quality. Although the
majority of the conversions are being
restored, it is important to note that
the future of the Mil-to-Civ program
is not completely defined. There are
nearly 700 military medical billets still
programmed for conversion in FY13,
and Congress has not clarified their in-
tention whether to continue or repeal
the prohibition. Standby for further

clarification.
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40 Years

n combat situations you return
Ito the basics of survival: food,

staying dry, and so forth. Food is
a large aspect of life, especially when
you spend days on end eating out of
these little green cans with dates on
them going back to the Korean War.
Also on extended operations in the
field, we were particularly dependent
upon helicopter resupply missions
that were not always dependable
because of the combat situation.

On one mission, they shipped us
out by helicopters and as often oc-
curred, we walked and walked and
walked. The military term is a “forced”
march. I do not know what is so
forced about it. I certainly was not able
to lag behind and be left in the middle
of the jungle somewhere. It was not
necessary to force me to follow the guy
in front of me. So on my part anyway,
it was a “voluntary” march. I had no
hope in finding my way back alone.

I am not certain exactly how long
we walked, but we started out in the
morning, saw an entire day, then
a night, and another sunrise, then
another afternoon before we arrived
at our destination. We marched over
hills, through creeks, rice paddies, and
even walked for a few hours down
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Corpsmen

Are

Not

Chefs

Dennis Noah

a railroad track. We were told to be
quiet, but I have to tell you some-
thing. We did not talk but we were
not quiet. We had weapons straps
clanging, ammo bandoliers knocking
against each other, and the clumping
of 100 sized 11 to 13 jungle boots. We
were not exactly stealthy but we did
not talk.

We had been out in the field for
(no surprise here) a few days before
we took our hike. Our little green
cans were mostly gone when we
started our walking tour of Southeast
Asia. They were not able to re-supply
us so we had little chow. We were
tired, wet, and famished. As an old
friend of my father used to say on our
fishing outings: “We had wet butts
and hungry guts.” I was so tired that
the whole event seemed like an out of
body experience. I was walking in a
stupor from the fatigue and hunger.

Then, all of a sudden, our dreams
came true. We walked into this clear-
ing at dawn on the second morning
and there were cooks, tables, and on
these tables were green containers
with hot chow. The cooks were Army
dudes but what the heck, we were
desperate. We thought we had died

and gone to heaven. The Marine

Corps did not provide hot chow out
in the field. And I mean never.

I understand that the Army did
supply hot chow on occasion in the
field and at times beer. The only hot
chow we had came in those green
cans and was heated by C4.* We did
receive beer in the field once but it
came in the form of manna from
heaven like Moses in the desert. By
this I mean the beer was thrown from
helicopters flying at 60 knots and 300
feet. You ever had 20 cases of canned
beer dumped out of helicopters in
the jungle on your head? Well, let me
tell you, a beer can with a forward
speed of 60 knots falling on you from
300 feet really hurts. This was our
first and last beer run in the field
and it was not particularly success-
ful. I didn’t even like beer so why did
I have to be smacked with beer cans
from on high? It did not seem fair to
me.

Anyway, as luck would have it, the
senior Army NCO said that he did
not have enough for us because he
was waiting for the Army patrol to
return. He apologized with sincerity.
He said that he could give us some

*Military plastic explosive.
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cornflakes. They were in these little
cardboard boxes with the perforations
you opened and poured milk into
them. We gladly accepted. Of course,
he had no milk to give us. He did not
have any sugar either. I poured the
warm halazone laden brown, muddy
rice paddy water from my canteen
onto my corn flakes. Man did this
stuff taste awful. It literally looked
like mud and tasted like, well you
know what.

After the scrumptious breakfast,
we continued our walking tour of
Vietnam or wherever we were. Dur-
ing the late afternoon, we came to a
large abandoned village. My platoon
was sent in to occupy it and dig in
for the night. We looked for McDon-
ald’s but apparently it had not yet
opened in this village. We were flat
out starved.

Then we heard this quacking. I
mean there were ducks in this place!
You can eat ducks, right? We did
not wish to shoot them, as it would
make big holes in them. So off we
went, K-Bars and bayonets in hand.
The great hunters were going to slay
these ducks and live off the land like
Daniel Boone. Marines should have
no trouble slaying these little critters,
right? Wrong! There were two-dozen
Marines chasing them around for
over an hour—battle-hardened war-
riors of our country trying to kill
these ducks.

It was not funny at the time as we
were hungry. Now thinking back upon
it, we must have looked like the Key-
stone Kops chasing these little things.
We finally killed six of them. There
were two others but they are probably
still running and laughing. Now what?
Who was going to clean and cook
them?
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They all looked at me, the corps-
man, to prepare the feast. I was in
charge of health. Food was part of
health. Correct? They thought it was
perfectly logical that I should be the
chef. It seemed like quite a stretch to
me, but I agreed. I did hunt growing
up in the Ozarks and knew how to
clean ducks. However, cooking them
was another matter. Mom always
handled this part.

In the village, there was a large
hut with a large cooking area and
even pots and pans and a wood
grill. I would not bestow upon it
the respect to call it a kitchen but it
would do. On the other hand, I was
no Julia Child either. There was even
rice. So I butchered the ducks, threw
them in water and boiled them for
a couple of hours. I then added
some rice and made a rice soup with
pieces of duck. It smelled horrible.
It even looked worse. Have you ever
seen the stuff that is pumped out
of a boat’s or RV’s holding tank?

It looks like watery milk chocolate
pudding. Well this is exactly what
my cooking prowess had produced
with the same consistency. It smelled
about the same.

I was going to throw it out, but
they were hungry so they ate it. I did
not. I would rather have eaten mud
but they devoured it with enthusiasm
and thanked me. Little did we know
that the VC ducks had a surprise in
store for us.

Well about 0200 in the morning
in the pitch black, I heard a moan,
then another moan, then another
moan, then about 20 more. Then I
heard my guys puking from the other
end. The entire platoon was sicker
than you can imagine. I was not
sick, of course, as I refused to eat my

own cooking. I had given them food
poisoning.

For the next two days I gave them
all kinds of medications including an-
tibiotics to heal them. They marched
with their legs spread out to the side
(like a cowboy who had ridden horses
for 60 years), they were doubled over,
and they had these anguished looks on
their faces. They kept running into the
brush and asking for those tiny rolls of
toilet paper. We promptly ran out of
the latter. The officers wanted to know
what happened. With the innocence
of a newborn baby, I said, “I really do
not know, sir. It must have been bad
water, sir.”

Yeah, that was it. Bad water. They
bought it and I never told them
what really happened. I figured I
would end up in Portsmouth [Naval
Prison] for 5 years if I told the truth.
I informed our leaders that I had it
under control and they should not
WOrTy.

Slowly, my guys began to stand
upright and walk normally like
humanoids again. By the third day,
everyone was well again in H Com-
pany.

The only good thing about this
ending was that the platoon was
no longer hungry. This worked out
perfectly as we did not get resupplied
for 2 more days. I was hungry but
endured. I was never asked to cook
again.,/

Dennis Noah served as a hospital corpsman
with Hotel Company, 2nd Battalion, 5th Marines
in Vietnam. He is currently a vice president of
Manufacturers and Traders Trust Company in
Baltimore, MD.

Reprinted from 7he Perimeter, Vietnam Vet-
erans of America, Chapter 451 Inc., Baltimore,
MD. Fall, 2008
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Forum

Is Navy Medicine Ready for
Servant Leadership?

LCDR Frank H. Stubbs III, MSC, USN

ince 1775 and the days when
Shospital corpsmen were known

as “Loblolly Boys” and men
sailed on wooden ships, Navy medi-
cine professionals have been delivering
quality healthcare to the fleet. As the
Navy has evolved, so has Navy medi-
cine. Today, Navy medicine provides
high quality, economical healthcare
to nearly 700,000 active duty Navy
and Marine Corps service members
and to 2.6 million active duty, retired,
and family members. This health-
care is provided for about half the
national per capita average cost for
healthcare delivery. At the same time,
Navy medicine supports contingency,
humanitarian, and joint operations
throughout the world.(7)

To meet current operations tempo
requirements, Navy medicine profes-
sionals have been and will continue
to be deployed to Iraq, Afghanistan,
Kuwait, the Horn of Africa, Guan-
tanamo Bay, etc., for deployments
lasting as long as 12 months. The
demand for Navy medicine to support
combat operations on one end of the
healthcare delivery spectrum affects
its ability to support peacetime and
garrison related care on the opposite
end of the delivery spectrum. It is not
unusual for Navy physicians, nurses,
corpsmen, and healthcare administra-
tors assigned to deploying platforms to
have two or more combat tours under
their belts within a 4-year period.
Clearly, combat operations have taken
a toll on the human spirit of all who
serve in Navy medicine.

For Navy medicine leaders work-
ing in hospitals, serving with the Fleet
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Marine Force or deployed aboard
naval warships, keeping talented
physicians, nurses, and corpsmen in
the active duty ranks, while continu-
ing to provide quality healthcare to
all eligible beneficiaries, poses enor-
mous challenges. In order to meet its
challenges and remain on the cutting
edge of medicine and leadership, Navy
medicine has employed a number
of traditional leadership styles to
motivate its men and women and to
keep its many beneficiaries healthy.
Total Quality Management (TQM),
Management By Objectives (MBO),
Plan-Do-Check-Act (PDCA), and Six
Sigma are examples of leadership and
management methodologies. These
methods have been employed in Navy
medicine to meet the many demands
and challenges characteristic of today’s
military healthcare environment.
Because of the current and an-
ticipated demand on Navy medicine,
however, attention needs to be focused
on a different style of leadership—not
a new style, but rather a leadership
approach that embodies humility, self-
lessness, commitment, mutual respect,
and, above all, service. This time-
tested leadership approach is Servant
Leadership.

THE EVOLUTION OF SERVANT LEADER-
SHIP

The term “servant leadership” was
originally coined by noted leader-
ship guru Robert Greenleaf in his
groundbreaking work, The Servant as
Leader.(2) Greenleaf believed that a
leader’s primary responsibility to his/
her followers was service and that

servant leadership was appropriate in
all sectors of society. Servant leaders
behave ethically and listen to the needs
of followers and by doing so, enable
them to become more knowledgeable,
responsive, and better able to perform
and produce in the workplace. Servant
leaders rely on empowerment rather
than using power to dominate and
intimidate. By empowering followers
and believing that each employee, irre-
spective of their present station in life,
has the ability to help shape and move
the organization forward, the servant
leader is able to effectively motivate
and lead. Ultimately, the organization
is better served when both servant
leader and follower work together in
an environment of mutual trust and
respect.

The typical leader today comes
in two shapes—individuals who are
leaders first and individuals who are
servants first.(3) Individuals who are
leaders first use power and their posi-
tion within the organization to control
others. Control is usually accom-
plished by the issuing of orders, either
verbal or written. Servant leaders, on
the other hand, consciously choose to
be servants first and view themselves
as stewards of an organization. Servant
leaders will assume a leadership only
if it will serve to meet the needs of the
organization and its followers.

Noted leadership expert James
MacGregor Burns characterized
individuals who are leaders first as
“transactional leaders.”(4) In a trans-
actional leadership situation, there is
an expectation that something will be
accomplished if orders are given and
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obeyed. Similarly, if orders are not
obeyed or are misinterpreted, there
will be a negative consequence. In
certain situations, transactional leader-
ship can be effective. However, if not
kept in check, transactional leadership
can lead to an unduly authoritative
style of leadership and the unbridled
control and manipulation of others.

The best type of leadership, ac-
cording to Burns, is transformational
leadership.(4)

In a transformational leadership
situation, both leader and follower are
changed for the better as a result of
their relationship. Transformational
leaders view their interactions with
followers as opportunities for mutual
growth. They listen, learn, and teach.
Mentoring is a large part of what
they do. This type of leader is also
mentored by others. Organizations
where transactional leaders exist thrive
through the synergistic effects of lead-
ers and followers working together
toward mutually beneficial opportuni-
ties and goals.

TakiNng Cugs FRoM Tor PERFORMING
CiviLiaN HospITALS

Servant leadership is being practiced
by several of America’s top performing
hospitals. North Mississippi Medical
Center (NMMC), a 650-bed tertiary
care referral center for North Missis-
sippi Health System and a recipient
of the 2006 Malcolm Baldrige Na-
tional Quality Award in Healthcare, has
consistently concentrated its efforts on
improving leader, staff, and patient en-
gagements. According to CEO Charles
D. Stokes, NMMC leaders practice
humility, patience, kindness, respectful-
ness, selflessness, forgiveness, honesty,
results orientation, and ego directed to-
ward team accomplishments—servant
leadership.(5) NMMC leaders “are here
to serve and not to promote their own
agendas.”(6)

Gregory G. Repetti III, CEO and
President of Valley Medical Center
in Vail, CO, uses 360-evaluations to
develop leaders. Also known as multi
source evaluations or assessments,
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360-evaluations are employee evalu-
ations that are provided by superiors,
subordinates, peers, the individual
him/herself, and in some cases, exter-
nal customers. A 360-evaluation is an
especially valuable tool for the servant
leader. Being able to internalize con-
structive criticism given by peers and
subordinates and apply recommen-
dations for improvement into one’s
professional life while keeping one’s
pride and ego in check is a true test of
humility and an indicator of servant
leadership.

The transfer of wisdom and
knowledge from mentor to protégée
is the way Mary Krause, associate vice
president of medical affairs at Rush
University Medical Center in Chicago,
applies the principles of servant leader-
ship in the hospital setting. Krause
believes that mentoring “promotes
collaboration, trust, and insight.”(?)
The mentoring relationship allows the
mentor to understand his/her own
weaknesses, emotions, and goals, and
the degree of their influence on others.
During the course of the mentoring
relationship, communication skills are
improved and the ethical use of power
and empowerment become better un-
derstood.”(7) Mentoring is not new to
Navy medicine. There are mentoring
programs currently in effect at several
naval hospitals and shore commands.
The question that one must ask, how-
ever, is, “Are our mentoring programs
producing servant leaders?”

SERVANT LEADERSHIP PUTS THE PATIENT
AND THE ORGANIZATION FIRST—ALWAYS
Being a servant leader does not
mean putting oneself subordinate in
function or capacity to a patient, but
rather putting the needs of the patient
and the organization (to include all
who serve in the organization) first.
Summa Health System, an organized
delivery system located in northeast
Ohio, and its health plan, SummaCare
Inc., practices a philosophy of servant
leadership and the “moment of truth,”
which is the first 15 seconds a health-

care professional comes in contact

with a patient in need.(8) Summa
empowers its staff to do whatever is
necessary to satisfy a patient. Each
staff member is made to believe that
they represent Summa.

The benefits of servant leadership
to both patient and the organization
are clear. Servant leadership leads to
improved relationships across the
healthcare delivery spectrum (patients,
peer groups, subordinates/supervi-
sors, and external customers). Today’s
healthcare consumer is well informed
and has a strong desire to participate
in decisions affecting their healthcare.
Patients are looking for transparency
within healthcare. Words like “caring”
and “compassion” are not mere clever
marketing terms coined by advertising
executives; these words form the ethos
of SummaCare.

SERVICE 1S FUNDAMENTAL TO Navy
MEDICINE

Servant leadership will not mean
an enormous paradigm shift for Navy
medicine professionals. Navy medi-
cine has always been rooted in ser-
vice. Physicians take the Hippocratic
Oath and swear to use their skills and
knowledge for the benefit of patients.
(9) Upon completion of their studies,
nurses take the Nightingale Pledge
and promise to devote themselves to
those committed to their care.(10)
All hospital corpsmen take the Hos-
pital Corpsman’s Pledge and dedicate
their “heart, mind, and strength” to
the care of the sick and injured.(71)
For healthcare administrators who
are affiliates of the American College
of Healthcare Executives (ACHE),
the ACHE Code of Ethics requires
its members to “maintain or enhance
the overall quality of life, dignity, and
well-being of every individual need-
ing healthcare service.”(72) There are
an abundance of individuals practic-
ing servant leadership throughout the
Navy. Though they may not refer to
themselves as servant leaders, these
individuals can be found in virtually
all naval hospitals, ships, and shore
commands.
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STRATEGIES ON BECOMING A SERVANT
LEADER—BECOME A STUDENT—AGAIN
For most, learning how to be-
come a servant leader will involve
becoming a student again. Not in
the formal sense (i.e., enrolling in a
degree program) necessarily, but by
the undertaking of a rigorous course
of study. Commercial book sellers
stock an ample inventory of books
on the subject of servant leadership.
Information on online courses and
in-residence seminars on servant
leadership can easily be retrieved by
entering “servant leadership courses”
into an internet search query. Leader-
ship expert Ken Blanchard contends
that in order to become a servant
leader, one must have a “teachable

spirit.”(13)

ASK FOR A PERIODIC 360-DEGREE
ASSESSMENT.

Though not a formal part of the
Navy’s fitness and evaluation report
process, 360-degree assessments pro-
vide the servant leader with a much
more complete and accurate assess-
ment of where his/her strengths and
weaknesses lie. Sample 360 assess-
ments are available on the web and
can be crafted to fit almost any work
environment. Blanchard urges that the
aspiring servant leader should not let
pride or fear prevent a 360-evaluation
from happening.(13) Instead, replace
pride and fear with humility. “Humil-
ity is realizing and emphasizing the
importance of others. It is not put-
ting yourself down; it is lifting others
up.”(13)

BECOME A PERFORMANCE COACH.

The third step in becoming a ser-
vant leader is to adjust one’s leadership
style to that of a performance coach.
(13) Performance coaching includes
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performance planning, day-to-day
coaching, and performance evalua-
tion. Performance planning involves
helping others by providing direc-
tion and establishing achievable goals
and objectives. Day-to-day coaching
enables others to achieve their goals by
observing, offering praise for positive
results, and constructive guidance
when needed. Finally, performance
evaluations should be conducted
periodically and on schedule, using a
360-degree evaluation.

DEVELOP YOUR PERSONAL SERVANT
LEADERSHIP MISSION STATEMENT.

The fourth and perhaps most
important step in becoming a servant
leader embodies the acknowledgment
of past leadership mistakes, asking for
forgiveness and making a commitment
to think and behave like a servant
leader from this point forward. All
these elements are considered in the
development of one’s personal Servant
Leadership statement. The following
is an excerpt of a personal Servant
Leadership mission statement offered
by Blanchard:

“I now recognize that leadership
is not all about me. It’s about you,
our mission, and the people we serve.
Going forward, I want to serve rather
than be served.”(13)

The decision to offer one’s personal
Servant Leadership statement publicly
or perhaps privately in the safety of
one’s mind whenever leadership deci-
sions need to be made rests solely with
the individual. The personal statement
becomes the Servant Leader’s creed.

The future of Navy medicine is
dependent upon dedicated men and
women who possess keen leadership
acumen and an extensive and diverse
knowledge of healthcare delivery
systems, whether in combat operations

or during peacetime garrison care. A
servant leadership approach to deci-
sion-making and problem solving will
enable leaders at every level to keep
priorities in order while maintaining
the health of all Navy medicine benefi-
ciaries. Navy medicine, as an organiza-
tion, is ready for Servant Leadership.
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BUILDING A SEA-BASED MEDICAL

SUPPORT SYSTEM
PART VII: The Impact of Differing Service
Perspectives on Expeditionary Operations

CAPT Arthur M. Smith, MC, USNR (Ret.)

s the armed forces assume a
new joint expeditionary pos-
ure designed to afford global

freedom of action, the entire U.S.
military is restructuring its forces and
operating patterns to better support
both rotational forward deployments
and surge operations from the U.S.
and its territories. The Navy and Ma-
rine Corps have been studying new
types of distributed forward deploy-
ments, most notably the sea-basing
concept, which is designed to provide
combatant commanders with freedom
of action in theaters with little or no
basing infrastructure, while concomi-
tantly organizing forces to conduct
rapid surge operations. The Air Force
has organized its forces into 10 Air
and Space Expeditionary Forces, with
2 on call for rotational deployments
and the balance ready for surge opera-
tions. Likewise, the Army is adopting
a new modular force structure of 70
brigade combat teams, designed to
indefinitely sustain the forward or
rotational deployments of approxi-
mately 20 combat brigades. Further,
all services anticipate that military
strategic mobility and logistics forces
will develop the capabilities to under-
pin the emerging U.S. expeditionary
posture.

THE EVOLUTION OF “SEA-BASING”
Amphibious operations of the past
were focused upon assaults over the
shore and into seaports to establish
footholds or lodgments ashore, permit-
ting the build-up of sufficient combat
power to conduct operations against in-
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land objectives. In this context, forcible
entry forces were placed into battle to
capture and render useful any in-theater
seaports and airports of debarkation.
Subsequently, the Cold War prompted
the U.S. to adopt a more global defense
posture which emphasized the forward
basing of combat forces within the-
aters where armed conflict was most
likely to occur. Since then, emerging
conditions of uncertain and potentially
contested access around the world

have made the assumption of readily
available and secure land bases open to
serious question. Given the fact that
the sea has now been deemed to be the
most reliable and flexible environment
from which joint forces could operate
during the opening phases of power-
projection operations, the U.S. began
shifting away from a garrison posture
toward one utilizing a combination of
forward-deployed patrolling expedi-
tionary combat forces, supplemented
by rapidly deployable assets from bases
located on sovereign American territory.
Conceptually, forward-deployed naval
forces conducting global patrols, when
directed, could coalesce in a region to
form bases at sea. These bases would
substitute for land bases (a strategic
concept long dormant since the end of
World War II when various forms of
sea-basing were extensively utilized by
both the Army and the Navy).

A primary goal of the “base at sea”
concept is to improve and augment
“access insensitive” capabilities, imply-
ing forces that can be operated with
little or no reliance on bases or other
logistics infrastructure on the ground

in the immediate area, even if con-
fronted by a determined adversary. By
utilizing the combination of forward
deployed overseas presence, enhanced
long-range strike, reach-back, surge
and prepositioned capabilities, the
strategic, operational, and tactical
advantages of sea-basing would conse-
quently reduce the forward “footprint”
of a joint force. Stated otherwise, in
addition to the traditional strategic air
and sealift forces that supported the
reinforcement of forward garrisons

in the Cold War, the U.S. now seeks
the additional capability to operate
from mobile sea bases in order to seize
and defend access when needed, to
reinforce threatened portions of an
extended defensive perimeter, or serve
as the initial bridge to geographic areas
not covered by an existing exterior bas-
ing network. Anticipated operations
from futuristic sea-bases would then
focus upon direct assault of inland ob-
jectives without operational pause by
concurrently transporting, employing,
and then sustaining ground forces by
selective logistical replenishment from
the ships comprising the base.

While Navy proponents tend to
advocate the use of naval forces to
completely replace land bases, others
advocate a view of sea-basing in terms
of an overall “joint” maritime strategy
in which the fleet and Army are one
weapon, with coordinated action to
realize the full power of both. The
latter broader joint maritime strategy,
when applied to sea-basing, envisions
the sea as a transient base of opera-
tions to overcome a temporary lack
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of land bases. Using the sea as a base
defines an area or facility from which a
joint military force begins its offensive
operations, to which it may fall back
in case of reverse, and in which supply
facilities are organized, albeit with the
ability for selected offload of logistics

to expeditionary forces.

FuTURE EXPEDITIONARY MANEUVER: A
CONTROVERSIAL PERSPECTIVE

The existing Maritime Transport
Fleet, a legacy of the Cold War, is
composed of ships comprising the
Maritime Prepositioned Force (MPF),
the Combat Logistics Force (CLEF), the
Logistics Prepositioning Force (LPF),
the Surge Sealift Force (SSF), as well
as the Ready Reserve Force. These are
components of an “access sensitive”
force constructed for performing within
unimpeded and non-threatening access
scenarios. Most ships assigned to these
prepositioning sand surge sealift fleets
require deepwater ports or anchorages
to discharge their cargoes in forward
theaters. They are optimized for pier-
side unloading, utilizing their roll-on/
roll-off ramps. In addition, the person-
nel who would operate the equipment
carried by the Marines’ MPE, as well
as the Army’s Combat Preposition-
ing Force (CPF) and the SSE, must be
flown to a nearby airfield to “marry
up” with the equipment and prepare
for combat. Once personnel have ar-
rived to implement this process, the
consecutive implementation of recep-
tion, staging, onward movement, and
integration can take a week or longer,
implying that the forces associated with
the ships are not ready to fight when
delivered to a distant theater.

By contrast, a force designed for
“uncertain access,” a more likely re-
quirement in a future world character-
ized by the ubiquitous presence of an-
ti-access and area denial technologies,
requires deployment and employment
as one seamless step, ensuring that
expeditionary combat units are both
transported and directly inserted in
“ready to fight” condition. The units
have been charged by DOD leadership
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with the obligation of conducting long
range operational maneuver over and
from the sea, transitioning from de-
ployment to direct combat operations
with little pause. To accomplish these
tasks, the services have been tasked
with developing innovative operation-
al concepts such as sea-basing, as well
as pursuing enabling technologies for
transformational logistics.

Regardless of whether the function
of sea-based logistics is assigned to the
Navy/Marine Corps Maritime Posi-
tioning Force of the future (MPF(F)),
the Army’s CLE or the multi-agency
LPFs, there is an obvious need for a
joint fleet of cargo ships optimized for
the support of joint forces operating
ashore, sized to support units conduct-
ing joint forcible entry operations,
and capable of selective offload. They
would be capable of sustaining the
joint forces ashore until a theater
logistics infrastructure can be estab-
lished. The vessels would also sup-
port operations ashore in cases where
the establishment of a large logistics
footprint would not be prudent, or
during humanitarian and disaster relief
undertakings when the ashore infra-
structure has been destroyed.

THE QUADRENNIAL DEFENSE REVIEW OF
2006 AND THE GENESIS OF THE SEA-
Base

Since contemporary large scale
Navy amphibious task forces based
in the U.S. could not be formed and
surge moved to a distant theater in
much less than 30 days, a desire to
conduct forcible entry operations
more rapidly has evolved. In this con-
text, traditional means of amphibious
forcible entry have been adjudged by
leadership as ill-suited for these emerg-
ing roles. Indeed, in the context of the
2006 Quadrennial Defense Review
(QDR), senior defense officials posited
the view that notional sea-bases of the
future, composed of (MPF(F)) vessels,
should be the mechanism for advanc-
ing the capability of sea-basing in sup-
port of a wide spectrum of joint force
operations. They would be the most

effective means for achieving both the
new timeline criteria for forcible entry
operations and their sustainment.

As the QDR stated, “To achieve the
future joint maritime force character-
istics and build on progress to date,
the Department will: Procure the first
eight ships of the MPE(F) to improve
the Department’s ability to operate in
restricted access environments.”

Concurrently, in order to accom-
plish the proposed expeditionary tasks,
an institutional Navy bias toward
utilization of predominantly aerial ma-
neuver over traditional surface maneu-
ver has evolved. Consequently, amidst
the planned replacements for five “big
deck” amphibious assault ships, the
LHA(R)s, the well decks have been
eliminated in favor of increased avia-
tion capacity. These futuristic concepts
have reflected a gradual de-emphasis
within Navy ship building plans for
amphibious assault ships in general,
and surface assault capabilities in
particular.

Ironically, in the context of the
2006 QDR the sea base itself and its
component vessels from the MPF(F),
many of which have hulls constructed
to commercial standards only, and are
manned by civilian mariners, would
become the leading edge of Brigade
size assault/follow-on type forcible en-
try operations, in place of traditional
amphibious landing ships. Within
the MPF of the future, the proposed
ships are projected to be multi-mission
enabled vessels, capable not only of
afloat prepositioning, but also directly
involved in conducting sea-based
operations in support of amphibious
assault, as well as routine operations
in support of lesser contingencies. As
such, the MPF(F) concept of opera-
tions differs sharply from that existent
for the legacy MPF maritime preposi-
tioning ships, which serve primarily in
a logistical supporting role.

Since ballistic and cruise missiles
may make forward land bases vulner-
able to preemptive attack, the vari-
ous services have had to contemplate
access insensitive forcible entry and
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maneuver options, as well as programs
that compensate for the initial lack of
shore-based facilities. Sea-based logisti-
cal re-supply of joint forces therefore
remains a key concern of all services
and combat support agencies. Mini-
mizing the supply footprint ashore by
keeping supplies at sea and delivering
them to units operating ashore, a pro-
cess known as “selective off-load” of
equipment and supplies, is viewed as a
desirable capability for all future sealift
ships. This requires a fleet of selec-
tive offload cargo ships to logistically
support the entire early entry force (or
by the differing proposals of the Army
and Defense Logistics Agency: until a
land-based distribution system is es-
tablished, with sea-based logistics ships
subsequently augmenting land-based
distribution centers.)

Recognizing that the new LHA
ships will have no well decks, the
MPE(F) squadron concept required
introduction of a new “mobile logis-
tics platform” to mate at sea with the
larger Large Medium Speed Roll On/
Roll Off (LMSR) transports (making a
huge, slow moving target). Its function
would be: to receive equipment stored
onboard the LMSRs slowly via ramps
and cranes; to combat load the equip-
ment onto the LCAC:s carried by the
Mobile Landing Platforms (MLPs);
and then to deliver the LCAC:s to their
launch points. Unfortunately, Navy
funding requests to Congress for con-
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struction of MLPs
are not to be found,
and only a “test
feasibility run” of
two substitute plat-
forms has occurred.

(Photo left.)

EXPERIMENTAL
MosILE LANDING
PLATFORM AND
CarGo SHip

During this era
of guided missile
warfare, the notion
that commercially
designed Military
Sealift Command crewed ships of
an “operationalized” MPF(F) fleet
would be part of the assault echelon
of a joint forcible entry operation in
a contested littoral, has been viewed
as potentially dangerous. Realistically,
the MPF(F)s role to embark and then
deploy Marines ashore while sustain-
ing expeditionary warfare operations
potentially exposes these ships and
embarked Marines to hostile fire.
Indeed, strategists have cautiously
viewed the proposed precarious practice
of lashing two large offloading cargo
ships together when operating under
the threat of guided missile or nuclear
attack, and expressed concerns that the
conjoined ships would create a giant,
immobile target for an adversary. In ad-
dition, before landing his force from an
MPE(F) squadron, a Marine Expedi-
tionary Brigade commander would face
the prospect of conducting ship-to-ship
transfers of both men and equipment
among ships during times of decreased
visibility, possibly during sea states 3 or
4, thereby injecting further friction into
one of the most complicated military
operations imaginable. These opera-
tions would include the transfer of a
Brigade’s worth of equipment between
ships, at night, in the rain, in high sea
states with tired Marines using night
vision goggles, and without having the
benefit of a rehearsal.

Unfortunately, the 2006 QDR
reflects no great concern over either

the possible future deployment of
anti-access/area-denial networks by
adversaries, or the Joint Forces ability
to penetrate them. Unlike traditional
amphibious forcible entry access in-
sensitive fleet ships, the MPF(F) ships
will carry no defensive armament,
will be built to less stringent dam-
age control survivability standards,
and will not be able to venture into a
littoral contaminated by radiological,
biological, or chemical fallout. Since
the Navy plans to protect the MPE(F)
ships through employment of a naval
“Sea Shield,” it does not plan to
outfit MPF(F) ships themselves with
self defense features. Consequently,
the Navy’s proposal to eliminate the
self defense features for the LHA® has
raised concerns regarding the surviv-
ability of these MPE(F) ships. In
addition, ship-wide damage control
on the MPF(F) ships will remain the
responsibility of the embarked Ma-
rines themselves, since the small crew
size of the MSC-manned MPFE(F)
ships will be incapable of performing
the entire task on their own.

THE ULTIMATE DIFFERING PERSPEC-
TIVES AMONG THE SERVICES: THE ARMY’S
PHILOSOPHIC DIFFERENCES

Army planners have long been
cognizant of the lessons of World War
IT when many Army units, like Marine
units, had been carried to combat as in-
tact expeditionary units aboard amphibi-
ous ships. It is not surprising, therefore,
that Army planners have conceived of a
new type of austere access Shallow Draft
High Speed Ship (SDHSS) as a key
means to enable future Army opera-
tional maneuver from strategic distances.
The SDHSS does not require a fixed
port because it can discharge its combat
power wherever there is a 10-foot draft
and an acceptable beach gradient or
discharge site. Unfortunately, unilateral
development of this vehicle typifies the
problem of a service specific approach
to operational maneuver from the sea,
which differs from the exclusive vertical
envelopment architecture of the MPF(F)
proposed by the Navy.
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The Army would also like to
expand its CPF of the future to
include an “afloat forward staging
base” large enough to embark an air
assault brigade combat team followed
by moves to capture seaports or safe
shore lodgments for heavier follow-on
forces. Notionally, the base would shift
operations ashore as soon as possible
and allow the base to operate as a
selective offload logistics sustainment
facility. Similarly, the Army is pursu-
ing a Supply Support Activity Afloat
(SSAA), designed to provide selective
offload of cargo to early arriving Army
units until the Joint theater logistics
infrastructure is established ashore.

In other words, the Army presumes
that any major joint power-projection
operations will ultimately require the
establishment of permanent bases and
logistics infrastructure ashore.

THE “QDR” IGNORED

The QDR of February 2006
advised that all the organizations,
processes, and practices within the
DOD be given a high degree of agility,
flexibility, responsiveness, and ulti-
mately effectiveness in supporting the
joint war fighter and future national
defense goals. In such an expedition-
ary posture, the value of maritime
forces in general, and sea-basing in
particular, gained prominence. Never-
theless, within the latest 2007 unified
maritime statement jointly issued by
the Navy, Marine Corps, and Coast
Guard, “A Cooperative Strategy For
21st Century Seapower,” the com-
mission of any substantive discussion
of “sea-basing” is evident. Its absence
suggests that this central theme may
no longer have operational relevance
in the domain of the sea services. By
omitting any discussion of the general
strategic, operational, and tactical
advantages of sea-basing, the authors
of the cooperative strategy ignored
an important opportunity to further
define the Sea Services strategic con-
cept and its joint implications. This
omission is inconsistent with the 2006
QDR, which stressed the need for in-
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novative basing concepts to maximize
U.S. global freedom of action.

To some observers, this lack of
discussion suggests that the sea services
now view sea-basing in simply pro-
grammatic terms (e.g., what platforms
to buy) rather than as a strong founda-
tion for any maritime strategic concept
of operations. Unfortunately, this
important omission also reflects a lack
of any acknowledgment of how other
components of the joint force, namely
Army and Air Force, also contribute
to the maritime strategic concept, and
how their contributions can allow the
sea services to re-allocate their own
resources for other purposes. Refer-
ences to the joint force are few and far
between, and are made almost exclu-
sively in terms of what maritime forces
bring to the joint force, not vice versa.
Similarly, never mentioned is the
dependency of maritime forces upon
space forces, on Air Force tankers and
surveillance and reconnaissance assets,
or on Air Force long-range bombers
or fighter aircraft. Never discussed, as
well, is the need to develop a new col-
laborative doctrine with the Air Force
for dealing with rising maritime anti-
access and area-denial threats.(/)

THE CoMMON DENOMINATOR FOR
JoinT MEDICAL SUPPORT

Within a futuristic joint theater of
operations, the requirements for estab-
lishment of adaptive medical support
for networked and distributed expedi-
tionary operations mandate both full
understanding of the programmatic
“concept of operations” (CONOPS)
of a joint sea-base, as well as a familiar-
ity with the new and differing trends
in war fighting being proposed across
service lines by the combat arms. The
promulgation of a generic CONOPS
for the joint sea base concept would
provide an overview of the vision,
purpose, and planning required for
developing and implementing specific
military initiatives. It would further
provide the information and high level
guidance needed to enable managers
and decision makers, including those

responsible for healthcare support ser-
vices, to perform their duties consis-
tent with and in support of the action
being implemented.

When considering the formulation
of any medical support objectives in
a sea-based setting, premature devel-
opment of future medical systems to
meet individual service needs, rather
than joint requirements, may result
in initiatives that duplicate each other
and may be neither interoperable nor
compatible. Clearly lacking is a formal
senior level CONOPS established by
DOD leadership for the operation of
the integrated joint sea base. This is
also necessary for establishing com-
mon and stable standards for building
a truly joint and interoperable mili-
tary medical support network in the
sea base setting, and for facilitating a
spirit of cooperation and shared values
among all the sister medical services
and agencies, as well as allied foreign
military services.

The 2006 QDR recommended
that medical support be aligned with
emerging joint force employment
concepts. Unfortunately, aspirations of
joint unity will not be easily attained
due to the separate and unique role
that each service has traditionally
maintained during war. Ultimately,

a resolution of existing differences in
operational perspective of sea-basing
is mandatory before establishment of
any joint casualty care programs can
be seriously undertaken.
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